The F6 Project -a Preliminary Report This paper describes a two-year project using behaviour modification with profoundly retarded residents in a comprehensive children's hospital. The project was described as 'F6' after the ward in which the patients were treated. There is now much evidence for the applicability of behaviour modification techniques to the training and education of the mentally retarded (Gardner 1971 , Kieman 1973. Whether the behaviour of the severely and profoundly retarded can be modified is not in question. However, one area of central concern is whether such techniques can be used effectively by nurses in ward settings.
personal situation. In some experiments children are exposed to aggressive films and then asked which of various alternate behaviours they would exercise against another child. What the child says he would do is not necessarily related to what he actually would do in an interpersonal situation. In other experiments, after exposure to an aggressive film, the child takes part in a task where he can administer punishment, in the form of an electric shock, to another child in a separate room. Once again this is not a face to face situation, and whether a child can conceive the effects of his actions on his supposed victim is questionable.
These studies do little more than imply the effect ofviolence on television on social behaviour, and do not take into account the social and moral constraints which can operate in an actual interpersonal situation. Kniveton & Stephenson (1973b) report that children playing in pairs in a frustrating situation, where only one child at a time could play with a toy, did not aggress violently after seeing a film of children fighting over the use of a toy. Fighting behaviour was rarely observed in the forty-eight pairs ofchildren, although more socially acceptable competitive behaviour, such as verbal demands and sabotage, were practised. It would appear that social constraints against violence are a powerful antidote to the influence of violence on film. The only positive evidence which demonstrates the effect of exposure to aggressive films on interpersonal behaviour comes from a few naturalistic observations on groups of children in a play situation, where there is a correlation between exposure to and performance of aggression.
Conclusion
Children are exposed to aggressive behaviour on television, but not all children learn and reproduce what they see. Some children are more vulnerable than others. Much of the evidence which purports to show that this exposure and learning influences social behaviour is extremely suspect, as a normal social interaction is rarely included. The finding (Kniveton & Stephenson 1970 , 1972 ) that children with less ability to develop their own interests are more likely to be influenced by filmed aggression, supports Pfuhl's (1970) This paper describes a two-year project using behaviour modification with profoundly retarded residents in a comprehensive children's hospital. The project was described as 'F6' after the ward in which the patients were treated. There is now much evidence for the applicability of behaviour modification techniques to the training and education of the mentally retarded (Gardner 1971 , Kieman 1973 . Whether the behaviour of the severely and profoundly retarded can be modified is not in question. However, one area of central concern is whether such techniques can be used effectively by nurses in ward settings.
Subjects for the project were selected from a group of children in Queen Mary's Hospital who at the inception of the project were not receiving education. They therefore passed their time almost continuously in the ward dayrooms. Their chronological age range was 6-15 years. Mentally all were estimated by a psychologist to be profoundly retarded, with mental ages of between one and two years. The groups were selected by two workers who did not know the children concerned. Assignment to the F6 group or the contrast group was determined by several characteristics including age, sex, diagnosis, level of self-help behaviour, communication and prob-lem behaviours as assessed on the Primary Progress Assessment Chart (Gunsberg 1965) . Subject to subject matching was not possible but the groups were balanced in terms of each criterion.
The project group was transferred into Ward F6 during February 1971. With the exception of one child, who suffered a near-fatal illness and was transferred elsewhere, the group stayed together for the duration of the study. All but one of the contrast group of children remained throughout on their home wards. No attempt was made to control their environment or training. All received education during 1972.
As mentioned, one central concern in the project was whether we could implement the programme using nurses as change-agents in an institutional framework. There are several aspects to this, including staff motivation, redefinition of the job of the nurse, the creation of physical facilities appropriate for teaching, the organization of teaching, and staff training.
The redefinition of the job of the nurse in F6 involved the taking over by retarded adult girls and volunteers from the local community of routine domestic duties, such as sorting laundry, bed-making and serving meals. The nurses were taught the practical skills of behaviour modification through an in-service training programme developed in conjunction with a grant from the Department of Health and Social Security to Dr Kiernan.
A good behaviour modification teaching environment can be specified relatively simply, as one in which the desired response can be isolated and clearly rewarded immediately and on every occasion on which it occurs. In order to maximize the likelihood of the response occurring it is often necessary to constrain the setting so that alternative responses are discouraged. The teacher must be able to focus on the particular behaviour being taught, a requirement which dictates a one-to-one or small group basis for teaching.
The The number of individual training sessions in the F6 project was deplorably low. In the present continuation of the project, the opportunities for teaching have been increased by a reduction in the number of children without a decrease in the number of staff. The results of this extension of the project will be evaluated after six months.
The content and form of training was derived from an examination of the problems shown by the children. In the mealtime and toileting situations emphasis was placed on the elimination of inappropriate behaviours as well as on the development of appropriate behaviours. In individual sessions, emphasis was placed on the step by step training of dressing and undressing and on the development of constructive play behaviour. Session records were completed by staff, which allowed an ongoing assessment of progress and the immediate detection of problems in training. The play training programme was structured in terms of the toys available on the ward and in the hospital toy library. Different training forms are used for each type of toy, each form giving brief guidance on the sequence of steps in training.
These programmes were all run by staff members who took charge of groups of five children. Group or ward programmes, which involve all staff cooperating, are difficult to arrange but problems such as aggressive behaviour in the dayroom, running away and some mealtime behaviours require concerted ward action. The main problems which ward programmes raise are concerned with communication between staff. We have found it necessary to use a combination of general discussion and agreement on procedures, written instructions to individual staff, written instructions posted in the ward kitchen and recording in the ward of staffresponses. Given this complexity it is not surprising that we have found it difficult to run more than one formal ward programme at any single time.
A central problem in any programme is staff motivation. Within the behaviour modification framework one can see this in terms of the rewards which the staff experience. We could not manipulate obvious rewards such as money or time off, but we had three rewards which could be controlled. These were participation in decisionmaking concerning the ward goals, being effective in changing behaviour which the staff wish to change, and being valued for effective participation in the programme. The breakdown of these scores showed that the F6 group made most gains in positive behaviours in the areas of feeding, dressing and toileting where specific attention had been paid to programming. All the F6 group children showed gains in self-help skills. In the contrast group 9 children showed comparable gains, 3 showed appreciable regression and the performance of the remaining 8 was unchanged. Decrease in negative behaviours, for example, stealing food at table or flicking faces, was greater in the F6 group. Average levels in the contrast group showed no change over the period studied. In the F6 group 13 children showed appreciable decrease in problem behaviours, 4 showed no change and 2 showed increases. In the contrast group 4 improved, 7 showed no change and 9 showed appreciable increases in reported problem be- The assessment of the social responsiveness of the children showed variable performances. During the first fifteen months of the project the F6 group improved in responsiveness whereas the contrast group remained unchanged. During the final period of the project the responsiveness of the F6 group declined substantially while contrast levels remained unchanged. Meanwhile increments in self-help and play skills continued to be made by the F6 group. This result can be related to the fact that the turnover of staff during this period of the project was three times the rate in previous phases. During the last five months of the project 20 staff were involved with the children.
Summary and Conclusions
The aim of the project was to examine some of the variables involved in running a behaviour modification programme on a long-stay ward for profoundly retarded children. The study suggests that such a programme can be set up and can produce measurable changes in behaviour. To do this it is necessary to alter the organization of the ward, replacing domestic by teaching duties. Block treatment must be broken down. Detailed ward programmes need to be drawn up and specific teaching and training times allocated. Staff themselves need theoretical and practical training. Simple exhortation and demonstration were not effective in our experience; the staff needed to be taught specific skills. Nevertheless, with appropriate training and organization, 'average' quality staff can perform effectively.
Overriding these considerations is the need to ensure appropriate staffing and to recognize other staffing problems. The F6 project could be maintained with 3 staff to 20 children but all programmes ceased with 2 staff. At least 4 staff on each shift are a minimal requirement. A ratio of 1 nurse to 10 patients is regrettably more characteristic of present staffing ratios in mental subnormality hospitals. A survey at an adult subnormality hospital on one representative day recently gave a range from 1 nurse to 4.6 patients on the ward with the most disturbed and dangerous patients to 1 to 26 in the prehostel ward. The average was 1 to 8.9 patients on the morning shift and 1 to 10 in the afternoon. In a comparable survey at Queen Mary's over a 4-week period ratios varied from 1 to 6 to 1 to 13. The current staffing ratios make it difficult to envisage ward-wide programmes being introduced.
Staff (Tizard 1960 , Baranyay 1971 . These additional handicaps occurred in one-quarter, one-fifth and one-eighth respectively of the 138 Camberwell children and in the majority of those requiring residential care; nearly one-fifth are either severely behaviourally disturbed or incontinent. In the following account
